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every patient be examined for it (our figures should not be relied on here).
Obviously, undetected tinea of the nail will act as a source of reinfection for the
feet. The socks and shoes must be dealt with so that reinfection from these cannot
take place.
There are so many good fungicides available (all extensively advertised) that
it is only sufficient to mention that the newer proprionic-undecylenic acid groups
are at least not irritable. Management is much more important than choice of
fungicide.
Prevention.-This is largely a question of personal hygiene. People who are
infected should not contaminate flooring with their feet. Much good work is
undoubtedly done in schools by school medical officers in their routine feet
inspections, though many cases must obviously be missed, judging from Walker's
1,010 Army recruits.
Differential Diagnosis of Tintea Pedis.-The most confusing diagnosis is a form
of regional eczema which is possibly more common in the North of Ireland than
tinea pedis. Although not specifically mentioned in standard text-books, this
particular variety of eczema has special characteristics and may be considered a
clinical entity. This type of eczema is symmetrical and affects first the great toe,
spreading laterally on both feet, mainly on the dorsal surfaces. It is possibly a
contact type of eczema, due to sweating, maceration, and friction from shoes.
TINEA CRURIS.
GENERAL.
The same three fungi-T. rubrum, T. mentagrophytes, and E. floccosutm-are
usually responsible for most cases of tinea cruris. The reactions described for
these fungi when the feet are infected are seen in the groin. T. mentagrophytes
is responsible for an inflammatory reaction, with an active, perhaps vesicular,
spreading margin; T. rutbrurm for dull, scaly thickened plaques; E. floccosum
produces a well-marginated scaly dermatitis, with little tendency to central scaling
(Lewis & Hopper, 1948).
In our small series of 22 patients, no cultures were made-one patient had
associated tinea pedis and one tinea corporis.
The condition is commonly known as Dhobie itch, and can be a most distressing
complaint. It is not common in the North of Ireland.
Sex Incidence.-Over a period of the review we saw 22 male patients, but no
female patients. From our data alone, this difference might not be surprising;
but from other sources, the undoubted preponderance of male infection is curious,
in view of the suspected mode of spread.
An inquiry in public schools before the war resulted in the medical officers of
a number of girls' schools (10) reporting that they had "never seen a case" over
the period 1932-34. In 19 boys' schools, however, the termly attack rates varied
from 0.06 to 5.60 per cent. of the school population (Medical Research Council,
401938). In a later report, one of us (Cheeseman, 1950) reported no cases in five
girls' schools examined and attack rates varying from 2.61 to 10.39 per cent. per
term in 11 boys' schools.
Age Incidence.-The ages of the patients in the present series ranged from
11 to 60 years. According to the Medical Research Council (1938) most authorities
agree that tinea cruris is seldom seen before puberty, but little information is
available about relative risks at varying ages of adult life.
Mode of Spread.-It is assumed that infection may be spread via underclothing,
athletic straps, sportswear, etc., but in practice this theory is seldom substantiated.
It may be that infection may be spread via the fingers, since the groin area is a
most favourable site for fungus infection due to the frequency of excessive
perspiration, and the fingers themselves are not infected. Other infections un-
doubtedly result from simple spread of infection from toes, nails, etc., to the groin.
Treatment.-Again, there are many efficient fungicides, any one of which
suffices, and the important points regarding prevention of reinfection from clothing,
elimination of other affected areas, such as toes and nails, are all important.
Prevention.-Personal hygiene would appear to be the most important single
factor in the prevention of tinea cruris, and the general preventive measures
applicable to tinea pedis apply. It is of interest to note that the attack rates in
boarding schools where patients were isolated were generally much less than those
in schools where isolation was not practised (Medical Research Council, 1938;
Cheeseman, 1950).
Differential Diagnosis of Tinea Cruris.-The important differential diagnosis is
seborrhceic intertrigo. This condition is always bilateral and is usually quite
symmetrical. In addition, it frequently spreads on to the perianal region. There
is little margination, and other manifestations of seborrhceic dermatitis may be
found elsewhere.
TINEA UNGUIUM.
GENERAL.
T. mentagrophytes and T. rubrum are the organisms responsible for the
majority of cases of ringworm of the nails. The condition is not particularly common
in the North of Ireland (13 cases were seen, two associated with tinea pedis and
one with tinea corporis), but few maladies are more difficult to eradicate than
fungus infections of the nails.
Clinical Appearances.-Infected nails are opaque, friable, lustreless, yellow,
and thickened. One or all nails (of hands and feet) may be infected. There is
usually no pain or tenderness, but, of course, the abnormal nail is liable to
frequent minor traumata. Most patients complain bitterly of the appearance of
the affected nails.
The infection usually begins under the free border or along the sides of the nail
plate. The nail gradually separates and debris accumulates. The nail plate itself
gets thinner, more brittle, and breaks off.
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